SUMMARY Clinical examination of 113 patients in South Korea with lepromatous leprosy and severe visual impairment showed that the main cause of visual loss was the combined effect of corneal and lens opacities associated with small nonreacting pupils and iris atrophy. Cataract surgery with broad iridectomy and inferior sphincterotomy offers these patients with chronic lepromatous complications the best chance of preserving vision. Eighty-one cataract operations were performed under local anaesthesia, and in 90% vision improved; in 60% this improvement was 2 Snellen's lines or more.
Leprosy has probably existed in the Korean Peninsular since the 10th century AD, having spread there from China in the wake of the many Chinese invasions that have been such a feature of Korean history, and the disease was still endemic a generation ago. 12 The Korean population is especiaally susceptible to leprosy for 2 main reasons. Firstly, the climatic conditions are suitable, for contrary to popular belief the disease flourishes as much in temperate climates as in tropical ones and has been seen in Iceland, Alaska, Germany, Russia, Japan, China, and the colder parts of the United States.3 Secondly, there is still a large peasant population living at subsistence levels in closeknit communities with their inherent overcrowding and poor sanitation-conditions known to encourage the development and spread of the disease.
Chinese and Mongolian races have a higher incidence of the lepromatous type of leprosy4 6 and a temperate climate also encourages this form4 6 and it is lepromatous leprosy that is associated with the major ocular complications which lead to blindness. The only previous epidemiological study in Korea 110 patients had the lepromatous form of the disease, 2 had the tuberculoid form, and 1 patient was classed as borderline; only 3 cases had positive skin tests. 85 % of the remaining lepromatous patients had had negative skin tests for at least 5 years, and all patients had received some form of antileprosy therapy, including combinations of chaulmoogra oil, dapsone, lamprene, and steroids, and most patients were still on some form of systemic therapy. Many of the patients had severe involvement of the face and limbs which, coupled with the visual impairment, lead to extreme forms of disability (( Fig. 1 (Fig. 5) . In 3 cases there was a lipoid infiltration of the cornea which possibly represented an old corneal leproma (Fig. 6 ), but in only 3 eyes were enlarged corneal nerves identified. Iris atrophy with loss of stromal architecture and gross thinning was observed in 113 nonphthisical eyes (57 %), and posterior synechiae occurred in 66 eyes (33 %), though the 2 conditions were combined in only 49 eyes (25 %). In 110 eyes (55 %) the pupil was found to be grossly reduced in size, at times pinpoint, and in 7 eyes there was complete seclusio pupillae. At the time of surgery these small pupils were found to be unreactive to atropine and phenylephrine. Active iritis with aqueous flare and cells was seen only in 3 cases, and a further 6 eyes had old keratic precipitates. Iris pearls were observed in 4 grafts has been carried out on each lower lid. Clinically a prominent cause of blindness and visual impairment in this series was the small size of the pupil. Although corneal opacities were present in 680% of cases, it was noted that they did not necessarily interfere with sight on their own and were not often the main cause of visual disability. Allen and Byers22 also found that the corneal manifestations of leprosy were usually not serious for vision unless corneal deposits in the centre were substantial. It was the combination of a small nonreacting pupil with minor degrees of corneal opacification or lens opacities which was responsible in the majority of cases for the visual impairment, and the role of 'chronic iritis' in the causation of blindness in lepromatous leprosy was investigated and forms the subject of a further publication. 23 The (Fig. 9) . Vitreous loss during surgery was managed by anterior vitrectomy and did not prove in the short-term follow-up period to be a major complication, though obviously these patients will have to be kept under observation. The incidence of postoperative inflammation was very low (2 out of 81 cases), and this agrees with the reported safety of cataract surgery in leprosy patients.' 11 15 19 28 29 Fig. 9 shows that 5 out of 81 cases (4%) were worse after surgery, in 3 cases there was increased corneal opacification, in 1 case there were considerable capsule remnants, and the remaining case developed an intractable endophthalmitis-this last patient being the only one who did not receive a 24-hour course of preoperative antibiotics.
It was evident therefore that in a large proportion of cases blindness occurred through the relatively simple mechanism of the presence of a small nonreacting pupil caused by chronic iris changes combined with corneal or lens opacities.
Although cataract surgery by the method described provides a reasonably safe surgical answer to the late complications of lepromatous leprosy and can improve vision sufficiently to benefit these already severely disabled people, there is an urgent need for energetic research into the cause of these iris changes with a view to possible prophylaxis. 
